counts), severe chest in-drawing, nasal flaring, grunting, bulging fontanelle and pus draining from the ears or umbilicus, fever (temperature ≥37.5°C), hypothermia (temperature <36°C), presence of skin pustules, lethargy or loss of consciousness, and convulsions. Other clinical features used as inclusion criteria were spasms, apnoea, severe unexplained jaundice, and refusal of feeds. Only young infants who had not been treated with antibiotics before presentation were included in the study. All the young infants had a detailed clinical evaluation by the study paediatrician and all findings including anthropometric data were documented on a proforma. Young infants suspected of having severe bacterial infections, such as septicaemia and pneumonia, were referred to the Children Emergency Room of the OAUTHC for further management, while those with local sepsis were treated with oral antibiotics and the mothers were taught how to treat local infections at home as indicated. All young infants treated as outpatients were seen for followup 2 days later and referred if their condition did not improve. The young infants referred to hospital were also followed-up and their response to antibiotics monitored. All infants suspected of having bacterial infection had cultures of their blood and any other specimen(s) taken as indicated.
Blood (2 ml) was drawn from a peripheral vein under aseptic condition after cleaning the skin with 70 per cent alcohol. The blood sample was inoculated into culture bottles containing brain heart infusion (BHI) broth and thioglycolate medium (TM) broth and incubated at 37°C for 48 h. Samples that showed turbidity were considered positive and subcultured daily onto chocolate agar, blood agar, and MacConkey plates. Un-inoculated blood culture media was discarded as negative if there was no growth after continuous incubation for 10 days. Colonies were identified morphologically by Gram stain and biochemically by employing various conventional reagents.
All specimens from eyes, ears, skin pustules, and umbilicus collected using sterile cotton-tipped applicators were applied on freshly prepared blood-agar plates and streaked for isolation of organisms. These plates were incubated for 24 h at 37°C. Bacterial colonies that grew on blood-agar plates were picked and Gram stained. Organisms resembling staphylococci were further inoculated onto mannitol-saltagar (MSA) plates and those colonies that fermented mannitol on MSA plates were further characterized. Confirmation as to whether they were pathogenic staphylococci was based on coagulase production on both slide and tube coagulase tests. Coagulasenegative staphylococci (CONS) were speciated by methods of Schliefer and Kloos. 7 Other bacterial colonies that were not staphylococci were studied and characterized employing standard bacteriological techniques. 
Antibiotic susceptibility testing

Results
Of the 4289 children under 5 seen at UCHC during the study period, 405 (9.4 per cent) were young infants. One hundred and thirty (32.1 per cent) of the 405 young infants fulfilled the criteria for inclusion in the study. The parents of five of the 130 young infants, who fulfilled the criteria for the study, refused to give consent and were therefore excluded from the study. Also four of the young infants who met the criteria for inclusion had been on antibiotics for a period ranging from 5 to 10 days and were also excluded from the study. One hundred and twentyone young infants were therefore the subjects of the study.
The age range of the children was 7-55 days with a mean (SD) of 21.7 ± 13.9 days. There were 60 females and 61 males. The symptoms and signs the infants presented with are shown in Table 1 . The associated diagnoses made on presentation are shown in Table 2 .
Ninety-four (77.7 per cent) of the 121 infants screened had confirmed bacterial infection with 250 bacterial isolates while 27 (22.3 per cent) had no growth. The distribution of bacterial isolates cultured from blood, eye, ears, and skin lesions are shown in Table 3 . The majority of the bacterial isolates were from skin infections. Gram-positive organisms accounted for 204 (81.6 per cent) of the total number of organisms and S. aureus constituted 153 (75 per cent) of the Gram-positive organisms while coagulase negative staphylococci (CONS) and Corynebacteria species accounted for 47 (23 per cent) and 4 (2 per cent) respectively. The CONS isolated included Staphylococcus epidermidis, Staphylococcus hominis, Staphylococcus xylosus, and Staphylococcus haemolyticus. Gram-negative organisms accounted for 46 (18.4 per cent) of all the isolates and these were mainly rods.
Blood culture was positive in 54 (44.6 per cent) of the 121 infants. Forty-one (75.9 per cent) of the 54 infants with septicaemia had severe pustular rashes and in 40 of them the same organism was isolated from the blood and pustules. In 28 (70 per cent) of the 40, S. aureus was the organism isolated. Also 16 (69.5 per cent) of the 23 infants who presented with demonstrable fever had positive blood culture. There were 93 infants with skin lesions (pustular rashes, carbuncles, umbilical discharge, and postcircumcision infections), 25 had eye discharges, and 11 infants had ear discharges. Seventy (74.5 per cent) of the infants had two or more sites of infections such as blood, skin, and ear infections. Most of the bacterial isolates from the skin and blood were S. aureus. Table 4 shows the antibiotic sensitivity pattern of the isolates. All the isolates were 100 per cent sensitive to ofloxacin. Staphylococcus aureus isolated in these young infants were highly sensitive to most of the antibiotics tested; over 80 per cent were sensitive to cloxacillin, erythromycin, chloramphenicol, and genticin. More than 70 per cent of the isolates were also sensitive to amoxycillin while about 50 per cent were sensitive to cotrimoxazole. Over 70 per cent of the CONS isolates were sensitive to the antibiotics tested, except for cotrimoxazole to which 58 per cent of the isolates were sensitive. The Gram-negative isolates showed high resistance to amoxycillin, augmentin, tetracycline, and cotrimoxazole while they were sensitive to cloxacillin, chloramphenicol, genticin, and streptomycin.
Discussion
The percentage of children attending the UCHC who were aged less than 2 months was small and this is in keeping with the report of others. 9 This can be attributed to the prevailing cultural practice that demands that mothers and their babies stay indoors in the first 6 weeks after delivery and are only allowed out when there is an emergency. Most of the mothers whose babies had skin infections, such as impetigo, did not consider it important enough to warrant seeking medical care and were only pickedup when they came for immunization at the centre. Most of the mothers claimed it was not ill-health but rather a sign that the young infant would be 'obese later in life'.
The high prevalence of bacterial infection in this study confirms the findings by other researchers that the young infants are highly susceptible to bacterial infections. 4, 10 The prevalence rate of septicaemia of 44 per cent in this study is similar to reports from other centres, 4, 11 and the fact that most of the septicaemic infants also had pustular rashes tend to confirm the inability of the young infant to localize infection. These infections have been reported to be one of the major reasons for the high infant mortality in developing countries. 3 All the bacteria isolated in this study have been reported as causes of bacterial infection in young infants in previous studies. [10] [11] [12] Gram-positive organisms were the predominant organisms encountered, accounting for over 80 per cent of all isolates, and this is similar to previous reports from the area of study, 13 while it is at variance to the findings in other centres in Nigeria. 4, 11 The commonest bacterial isolate in this study was S. aureus and this agrees with reports from other centres in Nigeria. 5, 11 This, however, contrasts with predominance of Escherichia coli in childhood infections reported from another centre in the same geographical zone in which the present study was conducted. 4, 13 This observation is not unusual and suggests the fact that incriminating bacterial isolates differ from centre to centre. The predominance of S. aureus in childhood infections in this centre has been attributed to the high rate of nasal carriage of the organism in adults and the colonization of adult genitals by the microbe. 12, 13 The relatively high rates of CONS infections in this study corroborates previous reports from the area of study and other centres 11, 12 and are not likely to be contaminants because of the aseptic technique employed in cleansing the skin before sample collection. Corynebacteria spp constitute part of the microflora of the skin and their recovery from skin pustules is therefore not surprising. 14 The predominant Gramnegative bacterium encountered was Salmonella spp. This observation confirmed the findings reported by other researchers in Nigeria. 11 The in vitro sensitivity pattern of the bacterial isolates in this study showed improvement over the multiple antimicrobial resistance pattern reported in a previous study from this centre, 12 underscoring the need for antimicrobial surveillance. All the bacterial isolates in this study were sensitive to ofloxacin, a quinolone, which is presently not recommended for use in infancy. The sensitivity of most of the bacterial isolates in this study to erythromycin, cloxacillin, chloramphenicol, genticin, and ampicillin makes them therapeutic options in the treatment of bacterial infections in the young infants in this environment. Our study agrees with the Integrated Management of Childhood Illnesses (IMCI) recommendation of intramuscular injection of genticin as a pre-referral treatment for the young infant with serious bacterial infection, 6 as most of the bacterial isolates in this study were highly sensitive to the antibiotic. We cannot comment on the use of penicillin as this was not tested in our study. Only about 50 per cent of the isolates from the swabs were sensitive to cotrimoxazole, which is the first-line oral antibiotic recommended by WHO (IMCI) for the treatment of local bacteria infection in the young infant. The low sensitivity of most isolates to cotrimoxazole may be due to the widespread prescription of this drug for non-bacterial infections by many physicians and its use as a prophylaxis in many diseases. Even though most of the Gram-positive bacteria were highly sensitive to amoxycillin (the recommended second-line antibiotic by IMCI), less than 50 per cent of the Gram-negative isolates were sensitive to it. It is recommended that erythromycin or cloxacillin should be used in the treatment of bacterial infections in young infants.
In conclusion, bacterial infections are a common cause of morbidity in young infants and Grampositive bacteria are the commonest causes in Ile-Ife, Nigeria. The bacterial isolates in this environment are sensitive to genticin, erythromycin, cloxacillin, and chloramphenicol. It is suggested that similar studies be conducted in different parts of the country so that a more definitive profile of handling these cases can be recommended, which will be epidemiologically important for the control and treatment of these infectious diseases in infancy.
